Objective: To test whether "venue-based testing" could identify human immunodeficiency virus (HIV) infection in US youth, 12 to 24 years of age, who were otherwise not aware of their infection. Racial and ethnic minority women and men who have sex with men (WSM and MSM) compose the majority of new HIV cases among adolescents and young adults.
T

HE HIGHEST PREVALENCE OF
new human immunodeficiency virus (HIV) cases among adolescents and young adults has been found among racial and ethnic minority women and men who have sex with men (WSM and MSM). 1, 2 There is a need to establish methods for identifying infected youth.
One method of identifying HIVinfected youth involves offering testing at locations where young people congregate. This approach, called "venue-based testing," has been used with much success to identify older infected MSM. 3, 4 However, there is little information about the success of this approach for identifying HIV-infected younger MSM and no information regarding the identification of HIV-infected adolescent and young adult minority WSM.
The objective of this investigation was to ascertain whether venue-based testing could identify HIV-infected adolescent and young adult MSM and WSM, particularly those without prior knowledge of their infection status. The HIV testing occurred during the initial phases of the Connect to Protect project 5 in the communities surrounding the 15 Adolescent Trials Network for HIV/AIDS Interventions (ATN) clinical sites.
METHODS
Among the 15 ATN clinical sites, 11 focused on identifying HIV-positive results among either MSM or WSM; 4 focused on both. Several methods were used to identify the venues where the target youth could be recruited, including interviews with HIV-infected youth in care and community partner organizations. 6 The ATN clinical sites targeting both MSM and WSM identified separate venues for each population. The detailed methods of the Connect to Protect project are discussed in detail elsewhere. 5 After identifying the initial list of venues, ATN clinical site staff conducted brief venue interviews with the target youth at 3 to 5 venues to assess whether it was feasible to identify eligible participants to meet the target sample size per venue. The target sample size per venue (ie, 20-30) was defined from the We defined MSM as participants who reported birth sex as male and who reported ever having had sex with a man. We defined WSM as participants who reported birth sex as female and self-identified as heterosexual or bisexual. Univariate statistics (number, percentage) were used to describe the distributions of select characteristics of study participants. Logistic regression models were used to assess the associations between HIV status and binary characteristics among MSM. Linear regression models were used to assess the associations between HIV status and the continuous characteristics, as implemented using generalized estimating equations to control for possible correlation in the data among subjects enrolled in each venue. Analyses were carried out using SAS version 8 (SAS Institute Inc, Cary, North Carolina). Table 1 presents descriptive statistics for select characteristics for MSM and WSM. Venue-based testing identified 93 HIV-infected MSM (15.3% prevalence, 60.2% of whom claimed to be unaware of their infection) and 2 HIV-infected WSM (0.3% prevalence, 100% of whom claimed to be unaware of their infection). Table 2 compares select characteristics by HIV status confirmed during venue-based testing and is restricted to MSM. The prevalence of HIV infection was higher in MSM who were 18 years and older compared with those 12 to 17 years of age (PϽ.05). It was also higher in African American MSM compared with their counter groups (P Ͻ .001). More than 90% of MSM who were found to be HIV infected (n=93) in venue-based testing reported that they had known of their previous HIV test results. Half of MSM who were found to be HIV infected in venue-based testing reported a previous negative test result while almost all MSM who were found to be HIV uninfected reported a previous negative test result (PϽ .001). Average numbers of lifetime sex partners were higher in HIVinfected MSM (PϽ.05), although average numbers of sex partners in the past 90 days were not different by HIV infection status. There was no difference between HIVinfected and uninfected MSM in other risk characteristics, including drug and alcohol uses. 
RESULTS
COMMENT
This study showed that venue-based testing can be used to identify HIV-infected minority adolescent and young adult MSM and WSM. These findings are consistent with past research. A survey conducted between 1994 and 1998 revealed that 5.6% and 8.6% of young MSM 15 to 19 years of age and 20 to 22 years of age, respectively, were found to be HIV infected. 4 A similar type of venue-based testing study conducted in 5 cities between 2004 and 2005 targeting MSM found that 14% of 18-to 24-year-olds were infected with HIV. 3 We were only able to identify 2 HIV-infected women, both previously unaware of their HIV infection status. The prevalence of 0.3% among these women found in the venue-based testing is not as high as the estimated HIV/AIDS prevalence of 15-to 24-year-old women (0.68%) using the age group-specific rates derived from the National Vital Statistics System and multiple HIV/ AIDS surveillance studies between 2004 and 2006 in the United States. 7 The prevalence found in our study and a nationally representative sample of 18-to 25-year-old women (0.087%) 8 suggests continued challenges in identifying positive test results among at-risk women in surveys regardless of their methods.
There remains a need to develop more successful approaches for identifying HIV-infected young minority WSM. The revised Centers for Disease Control and Prevention recommendation for universal testing of all patients in care may prove effective. Other potentially effective approaches, such as the use of social networks, need to be evaluated in younger women. 
